At present the operation of sympathectomy is widely practised as a therapeutic procedure in the treatment of conditions in which the blood supply to the extremities is impaired. The 
the first post-operative week and were described as an alteration in the colour of the limbs, an inability to obliterate the capillary bed and a slight increase in the size of the limbs ; in one case they remarked that the sympathectomized limb felt warmer than the normal limb (Royle, 1924) . A year later Brown and Adson (1925) and Brown and Rowntree (1925) reported the first accurate observations upon vasodilatation in the limbs following lumbar sympathectomy. After operation they recorded increases in skin temperature as great as 6.1?C. and remarked that the greatest increase in temperature occurred in the foot. With a calorimeter they showed that heat elimination from the foot was increased for at least one month after the operation. Soon they and others (Davis & Kanavel, 1926 ;  Royle, 1927 ; Fulton, 1928 (Richards, 1946 Smitliwick (1940) . In this operation the posterior 5 cm. of the third rib is removed, the sympathetic chain is divided caudal to the third thoracic ganglion and the second and third thoracic nerves teased out from the intervertebral foramina. All connections with the second and third ganglia are severed and the upper end of the divided chain turned upwards and buried in the muscles of the back. In some cases a portion of the fourth rib was removed (Richards, 1946 (Fig. 4) ; the left ulnar nerve was blocked and the results clearly indicated that the fingers were innervated by vasoconstrictor fibres (Fig. 5) .
Case 9 was a male patient who three years before the observations recorded in Fig. 6 Germany, had sustained frost-bite of both feet. Nine months later the (Richards, 1946; Sarnoff & Simeone, 1947 (White, 1949 Barcroft and Hamilton (1948) have shown, and the present results confirm, the first evidence of reinnervation of the blood vessels does not appear until later. (Grant & Bland, 1931) .
It is generally believed that arteriovenous anastomoses are concerned primarily with the regulation of temperature ; when they are open blood is flowing rapidly through the skin of the extremities and heat dissipation is increased. The increase in peripheral skin temperature which follows sympathectomy might be due to the opening of arteriovenous anastomoses.
Such a mechanism would explain the findings of a raised skin temperature despite a normal or only slightly increased blood flow ; the fundamental change being not an increased circulation but a re-distribution of blood in the distal portions of the limbs.
Iii the lower limbs the rise in skin temperature is not confined to those areas in which arteriovenous anastomoses are known to be abundant, the toes and distal portion of the foot, but may extend to the ankle and even to the lower third of the leg (Figs. 2 & 7) . This is rather surprising since Grant and Bland (1931) did not find any arteriovenous anastomoses in the skin of the dorsum of the foot and lower calf. There is little difference between the skin temperature gradient recorded 24 hours after sympathectomy and that recorded four years later (Fig. 7) (Clark, 1938) . It is perhaps unwise to transfer this observation to the extremities of man but the course of events after sympathectomy could readily be explained by such a circulatory adjustment.
An alternative explanation which might account for the increased skin temperature in the lower leg and proximal portions of the foot is suggested by the work of Bazett and his colleagues on the pre-cooling of arterial Wood. They have shown that the temperature of the blood in the peripheral arteries is influenced by the temperature of the venous blood returning from the extremities. If, in the distal parts of the foot, blood is being rapidly shunted through arteriovenous anastomoses the temperature of the venous blood will be raised and the result would be a warm foot. This hypothesis could readily be proved or disproved by the recording of intravenous temperature in a sympathectomized limb.
The observations made on upper limbs which have been sympathectomized for more than 6 months (Fig. 4) show that the results are disappointing ; the digits are cool or cold and there is definite evidence of return of vasomotor activity which is shown by nerve blocking (Fig. 5) to be due to re-innervation. This has been the experience of others who have studied the long-term results of sympathectomy on the upper limb (Simmons & Sheehan, 1939 ; Haxton, 1947 ;  Barcroft & Walker, 1949 The vasodilatation which followed sympathectomy in sixteen patients with a variety of lesions of the blood vessels of the limbs was studied by observation of skin temperature.
After sympathectomy the skin temperature of the distal portions of the sympathectomized limbs was elevated. This elevation lasted for months in the upper limb and for years in the lower limb.
In limbs with pathological blood vessels the increased warmth of the extremity depended mainly upon the patency of the small distal arteries and the cutaneous vessels.
The mechanism responsible for the vasodilatation was uncertain but it is suggested that the vessels chiefly concerned were the arterio-venous anastomoses.
